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Mobile applicationRecently, a number of studies have investigated treatments administered via smartphones showing that this
treatment format has a potential to be effective. However, we still have limited knowledge of how patients
experience this treatment format. The objective of this study was to explore participants' views of a
smartphone-based behavioral activation treatment. In-depth interviews were conducted with 12 strategically
(participantswith different overall experiences) selected participants, suffering frommajor depression according
to the DSM-IV. The interview data were processed with the aid of thematic analysis. The analysis generated the
three main themes: Commitment, Treatment and Lack of important components, with attached subthemes. In
conclusion, the ﬁndings from the current study correspond with existing knowledge in the ﬁeld of internet-
based treatment. Considering that this kind of treatment is still quite new, the need for further research and
development is considerable. Nevertheless, its availability, assimilation into users' everyday lives and possible
motivational qualities speak of its potential.
© 2014 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Background
It is well established that guided self-help interventions, adminis-
tered through internet, can have positive effects on symptoms of
depression (Andrews et al., 2010; Cuijpers et al., 2010; Carlbring et al.,
2013; Johansson and Andersson, 2012). An increasing number of stud-
ies show that this treatment format can be as effective as face-to-face
treatment for mild-to-moderate depression (Andersson et al., 2013;
Wagner et al., 2014). Recently, a number of studies have also investigat-
ed treatments administered via smartphones (Watts et al., 2013; Ly
et al., 2014; Donker et al., 2013). The increased usage of smartphones
presents promising opportunities to extend the reach of psychological
interventions into users' everyday life (Ly et al., 2012, 2014). The
relatively few studies conducted so far show that smartphone-
administered interventions have a potential to be effective in theni@psychology.su.se (E. Janni),
@psychology.su.se (M. Sedem),
), gerhard.andersson@liu.se
. This is an open access article undertreatment of mild-to-moderate depression (Watts et al., 2013; Ly
et al., 2014; Kauer et al., 2012; Burns et al., 2011), as well as for other
conditions (Dagöö et al., 2014; Donker et al., 2013). However, we still
have limited knowledge of how patients experience these treatment
formats, including both internet- and smartphone-based treatments
(Kok et al., 2014), even though patient satisfactionwith smartphone ap-
plications has been measured (Watts et al., 2013; Burns et al., 2011).
Studies targeting patients' experiences of a treatment, using qualita-
tive methods, can be helpful when investigating the potential beneﬁts
and disadvantages of treatment (Pope and Mays, 1995). Nevertheless,
only a few qualitative studies have investigated patients' experiences
of guided internet-based self-help treatments. One of the more recent
studies (Bendelin et al., 2011), aiming to explore participants' experi-
ence of internet administrated guided self-help treatment for depres-
sion, showed that participants who take responsibility for the
treatment and also attribute success to themselves appeared to beneﬁt
more from internet-based treatment than those who do not. The
authors of the study concluded that motivation to work on your own
through the treatment is a crucial aspect for guided self-help in the
treatment of depression to be effective (Bendelin et al., 2011). The
study also indicated that therapeutic work in an internet-based treat-
ment is as dynamic a process as face-to-face therapy, and that thethe CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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tions and outcome (Bendelin et al., 2011). The latter is in linewith a pre-
vious qualitative study on a guided self-help ‘minimal intervention’ for
depression (MacDonald et al., 2007). Another study that investigated
experiences of online cognitive behavioral therapy (CBT) for depres-
sion, focusing especially on how the format impacts the therapeutic
experience, concluded that online CBT seems to be acceptable to, and
experienced as helpful by, certain subgroups of patients with depres-
sion (Beattie et al., 2009). The results showed that online CBT was
more attractive to patients who were comfortable with internet com-
munication, felt comfortable expressing their feelings in writing, and
enjoyed the opportunities to review and reﬂect on written (or typed)
communication (Beattie et al., 2009). A pilot study (Watts et al., 2013)
comparing a depression program via mobile phone to a program via
computer showed that slightly more participants using the computer
(64% versus 54%) endorsed the program stating that they were ‘very
satisﬁed’, with the remaining participants endorsing ‘somewhat
satisﬁed’.
Donkin and Glozier (2012) focused on adherence and motivation in
their study on internet-based treatment for depression in persons with
risk of cardiovascular disease and found that content which enhances
motivation such as having a sense of control and being able to identify
with the program could be useful as well as increasing the relative
value of the treatment program in order to enhance persistence. A
meta-synthesis of qualitative studies revealed a number of themes, in-
cluding the nature of personal experience in depression; help-seeking
in primary care; control and helplessness in engagement with treat-
ment; stigma associated with treatment; and patients' understandings
of self-help interventions (Khan et al., 2007). Overall, not much
is known about how depressed patients experience internet-based
treatments (Gerhards et al., 2011), although some studies have been
conducted in other areas, such as eating disorders showing that partic-
ipants were mainly attracted by the ease of access, anonymity and ﬂex-
ibility in internet-based treatment (Sánchez-Ortiz et al., 2011).
Furthermore, there are to our knowledge no qualitative studies investi-
gating the experience of a smartphone-based treatment of depression,
even if qualitative smartphone studies have been conducted to explore
users' perspectives on general health applications (Dennison et al.,
2013) and among schizophrenia patients (Palmier-Claus et al., 2013).
The latter study showed that mobile-phone assessment can be success-
fully integrated into patients' everyday routine. Qualitative studies are
important for the research ﬁeld digitally administrated therapy, consid-
ering the rapid development of smartphone-based interventions
(Donker et al., 2013). More knowledge on participants' perceptions of
this particular format can be helpful in the development of new
smartphone-based treatments. The main objective of the current
study was to develop an understanding of the views and experiences
of a smartphone-based behavioral activation treatment using inter-
views and questionnaires. The content of the interviews were analyzed
using thematic analysis.Table 1
Characteristics of selected participants.
Participant Gender Age Martial status E
1 Male 42 In relationship W
2 Male 58 In relationship W
3* Male 59 Divorced/widow/-er W
4 Male 38 In relationship W
5 Female 24 Single W
6 Female 30 Single W
7 Female 26 Single W
8 Male 20 Single U
9* Female 46 Divorced/widow/-er W
10 Male 53 In relationship W
11 Female 21 In relationship W
12 Female 38 Single W
Abbreviations: * = quit the treatment prematurely; diff. BDI-II at post-treat. = difference betwThe current study was a qualitative follow-up of a randomized
controlled trial (Ly et al., 2014). In the original study, 81 participants
were randomized into either guided behavioral activation self-help
treatment or to a guided mindfulness-based treatment, both ad-
ministered through smartphone applications. The principal aim of
the original study was to compare the effectiveness of the two
smartphone-delivered treatments. The results from the original
study showed that there were no signiﬁcant interaction effects of
group and time on any of the outcome measures, however among
the participants with higher initial severity of depression, the behav-
ioral activation treatment was signiﬁcantly more effective, whereas
among those with lower initial depression severity, the mindfulness
treatment worked signiﬁcantly better. The current study focused on
the participants' experience from the behavioral activation treat-
ment and was initiated six months after the treatment had been
completed in the original study.
2. Method
2.1. Participants
The study group consisted of 12 individuals who had participated in
the above-mentioned original study of a behavioral activation treat-
ment administered via smartphone. The participants for the original
study were mainly recruited via mass media and advertisements in
large Swedish newspapers. The main inclusion criteria were: suffering
frommajor depression according to theDSM-IV,with at least an episode
in partial remission, and having a point total of≥5 on the 9-itemPatient
Health Questionnaire Depression Scale (PHQ-9) (Kroenke et al., 2001).
A more detailed information of the inclusion criteria and its process
has been described elsewhere (Ly et al., 2014).
Most participants (91%) from this prior quantitative study had
agreed in advance to also participate in this current, qualitative study.
A strategic selection was made among these participants, in order to
cover as broad an experience of the treatment as possible. Due to time
limitations, the number of participants was limited to 12. In accordance
with the strive formaximumvariation, participants with different over-
all experiences (positive, neutral and negative) after treatmentwere se-
lected. This data was obtained in connection with post-measurement of
the original study, through a telephone interviewwhere all participants
were asked open-ended questions about their experience of the inter-
vention. Of those who were initially selected (12 participants), the re-
searchers failed to reach two. Therefore, two new participants were
selected, which resulted in a slight overrepresentation of participants
who had experienced the treatment as positive (5 participants instead
of 4). Table 1 informs about the 12 selected participants' demographics,
their overall experience of the treatment and their change scores (from
pre- to post-measurement) on the Beck Depression Inventory-II (Beck
et al., 1996). It could be assumed that patients who experienced a larger
decrease in depressive symptoms would also have a more positivemployment status Overall experience Diff. BDI-II at post-treat.
orking/studying Positive −27
orking/studying Positive −16
orking/studying Negative −11
orking/studying Positive −10
orking/studying Neutral −7
orking/studying Negative −22
orking/studying Neutral −5
nemployed Neutral −12
orking/studying Negative −10
orking/studying Neutral −16
orking/studying Positive −9
orking/studying Positive −6
een post- and pre-measurement (8 weeks) on the Beck Depression Inventory-II.
Table 2
Participants' themes presented as main themes, subthemes and meaningful codes.
Main themes Subthemes Codes
Commitment Expectations Tool for self-help
Want to feel better/happier
No expectations at all
Curious/just try it out
Motivation Related to current life situation
Self-reinforcing
Feedback from therapist
Reminder function in app
Routine habits
Treatment Awareness Clearer picture of what
changes to make
Small steps can make
difference
No longer a victim
Behavioral activation Activities reason for
improvement
Appreciate pre-existing
alternatives
Lack of variation in
pre-existing activities
Tool for help Treatment a tool for self-help
Therapist support Relationship to therapist
important
More personal contact
Not effective without therapist
Positive experience of
treatment
Helped to take step in right
direction
Standardization and
individualization
Lack of ﬂexibility in activities
Lack of ﬂexibility in therapist
support
Adjusted treatment to meet
own needs
Impressions of the
application
Stopped using after treatment
period
Provided a sense of security
Available
Always present
Immediate motivator
Easy to use
Better graphics and more
functions
Lack of goals and
closure
Goals Lacked individual goals
Closure No clear closure
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ence of the treatment and the change scores on the BDI-II do not always
correspond. Also, two participants who experienced the treatment as
negative (participant 3 andparticipant 9) quit the treatment beforehand.
2.2. Material and procedure
2.2.1. The intervention
The intervention was an 8-week smartphone-based behavioral acti-
vation program with minimal therapist contact (maximum time of
20 min per participant per week). The program was administered
via a smartphone application and consisted of a short web-based
psychoeducational text, and a step-by-step behavior activation inter-
vention (Ly et al., 2014). The psychoeducation aimed to introduce the
participants to the treatment and to establish a minimum level of
knowledge concerning Major Depressive Disorder (MDD). The aim of
the smartphone applicationwas tomake it easy for the participant to re-
member and register behaviors, in order to increase everyday activation
(Ly et al., 2012). Statistics and summaries of registered behaviors were
presented in the application for the participant. There was also a back-
end system where all the data from the participant was accessible
from a website for the therapist. From the back-end system, the thera-
pist could also send short encouraging textmessages to the participants,
similar to Short Message Service (SMS). The participants were told to
write a reﬂection to summarize every week for their therapist, and
send it via e-mail by the end of every treatment week. The participants
received personal feedback on their reﬂection from their therapist via
e-mail. A more detailed explanation of the intervention has been
described elsewhere (Ly et al., 2014).
2.2.2. Procedure
The qualitative data were gathered at post-measurement through
semi-structured telephone interviews that were audio-recorded and
lasted 30 to 60 min. The interview guide (attached Appendix A) was
prepared to allow for openness in the questions while at the same
time covering the areas that prior research (i.e. qualitative studies in-
vestigating patients' experiences of guided internet-based self-help
treatments) has shown to be central to the outcome of all psychological
treatments, e.g. expectations (Halmetoja et al., 2014; Bendelin et al.,
2011; MacDonald et al., 2007; Beattie et al., 2009), alliance (Beattie
et al., 2009; Bendelin et al., 2011) and feedback (Halmetoja et al.,
2014; Sánchez-Ortiz et al., 2011). One challengewas to allow for the in-
terviews to capture experiences relating speciﬁcally to smartphone-
based therapy as well as other CBT-speciﬁc factors and general factors
such as therapeutic alliance (Horvath and Symonds, 1991). In order to
gain as rich information as possible, most questions were open-ended
with subsequent follow-up questions. The qualitative method allowed
for adjustments of the interview guide during the course of the study,
as new questions arose. The validity of a qualitative study does not de-
pend on all participants getting the exact same questions, but instead
on the width and depth of the information gained (Creswell, 2013;
Stiles, 1993; Elliott et al., 1999). The interview guide was used rather
as an inspiration than as a mandatory instrument. The interviews
were recorded and transcribed to facilitate analysis. The interviewers,
both clinical psychology students in their last term of a 5-year clinical
program, and speciﬁcally trained to assess qualitative interviews, con-
ducted and transcribed six interviews each. The interviewerswere famil-
iar with the original study, and were not blinded to the participants'
outcome of the treatment.
2.3. Analysis
The interview data were processed with the aid of thematic anal-
ysis (Braun and Clarke, 2006). This is a qualitative method aimed at
pinpointing central aspects in a set of data, by means of detailed
pattern identiﬁcation and analysis. The analysis should lead to thedetection of themes that facilitate understanding of the data. Analy-
sis can be guided either by theory, i.e. be deductive, or by empirical
ﬁndings, i.e. be inductive (Hayes, 2000). In most cases, both ap-
proaches are employed (Fereday and Muir-Cochrane, 2008; Thomas,
2006). In the current study, as mentioned above, the main focus was
on empirical ﬁndings. However, to a certain extent the analysis was
also guided by the interview guide, which in turn was formed with
regard to prior research ﬁndings on clients' experiences of therapy
(expectations (Halmetoja et al., 2014; Bendelin et al., 2011;
MacDonald et al., 2007; Beattie et al., 2009); alliance (Beattie et al.,
2009; Bendelin et al., 2011); and feedback (Halmetoja et al., 2014;
Sánchez-Ortiz et al., 2011)).
In the current study, the interviewers' pre-understandingwasmain-
ly reﬂected in the selection of themes for the interview guide. The re-
search process was then guided by the participants' answers to the
largest possible extent. The ﬁrst step of analysis was the transcription
of the interviews, followed by several thorough readings in order to
identify patterns in the data, reﬂecting common themes in the partici-
pants' experiences of the treatment. The next stepwas to code the inter-
view content. Interview materials that provided answers to the research
questions were identiﬁed. For each section that was deemed meaningful
in terms of answering the research question, a code was ascribed. When
all interviews had been coded, these codes and their corresponding
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then identiﬁed, and the codes were grouped under these themes.
This procedure is in line with how thematical analysis is described in
literature (Braun and Clarke, 2006). The whole coding process was per-
formed manually.
Up until this point, the two interviewers worked individually with
six interviews each. To increase reliability, i.e. to testwhether the coding
would be replicated by an additional person trained in coding of quali-
tative data, a senior researcher (co-author MS) also read and coded all
interviews. New themes were then generated. The next step was to
ﬁnd relevant and representative quotes to illustrate the results. In
order to check the study for quality and content we followed the
COREQ checklist (Tong et al., 2007).
3. Results
As evident from Table 2 the analysis generated three main themes
with attached subthemes. The themes were Commitment with the
subthemes expectations andmotivation; Treatmentwith the subthemes
Awareness, Behavioral activation, Tool for help, Therapist support, Positive
experiences of treatment, Standardization and individualization, and
Impressions of the application; and lastly Lack of important components
with the subthemes goals and closure.
3.1. Commitment
The theme Commitment relates to the individual's own attitude to-
wards the treatment, both before and during the treatment process.
The majority of the participants turned out to have positive expecta-
tions about the treatment, although they varied in strength. The level
of motivation also varied, both between participants and over time for
individual participants. However, most participants felt motivated dur-
ing at least some part of the treatment.
3.1.1. Expectations. The result showed that almost all participants (11
out of 12), at the start of the treatment, expected that the application
would help them with reducing depressive symptoms. Most of them
hoped that the treatment would give them tools for self-help, and
several reported that they were hoping to feel better and be happier.
One person had no expectations at all and described himself as “pret-
ty zeroed out”. Several participants reported that curiosity was the
driving factor behind them trying the treatment; they wanted to
see what it was like and what it could do for them. Economic and
practical reasons were also mentioned for choosing this kind of
treatment, and a couple of participants suggested that the threshold
for participating was much lower compared to seeking traditional
help with a psychologist. Although all except one participant had
had some positive expectations on the treatment, there was individ-
ual variation. Some had held high hopes that the treatment would be
effective, while others entered the treatment with more of an open
mind, hoping that something good may come out of it. Those who
felt early on that the treatment did not match their expectations
also ended the treatment prematurely. One of these participants ad-
mitted that she had wanted another type of treatment already from
the start, but simply stated that she had accepted what was offered.
She perceived the treatment and therapist contact as too inﬂexible.
The other participant had held high initial expectations, but had
not understood how the treatment would be structured and was
disappointed early on. Comments included:
“My expectation was clearly to ﬁnd a tool that would help stop the
depression from reappearing in the future. Both ﬁnding a tool that will
help me recognize when a depression is on its way, and a tool that
can quickly be a way out of it so that I won't have to end up being as
deeply depressed.”
[Participant 2]“It wasmore like seeing an ad and just, okay I should try this— and then
I found it on the internet and signed up. It was more like a fun thing.
We'll see if it works. More like that.”
[Participant 12]3.1.2. Motivation. Initial motivation varied among participants, but each
individual also had varying levels of motivation during the treatment
process. Most participants felt motivated during at least some part of
the treatment. The majority of the participants felt their motivation
peaked at the beginning of the treatment and then weaned off some-
what, while others had trouble getting started but became motivated
when they started to perceive reinforcing qualities of the treatment.
The participants mentioned different factors that had affected their mo-
tivation. Some participants thought motivation was independent of the
treatment and only related to their current life situation, while others
were motivated by the actual activities and the satisfaction of having
gone through with something they had set out to do. Feedback from
the therapist was a clear source of motivation for most, as was the re-
minder function and the mobility of the treatment. For some individ-
uals, behavioral activation and registration quickly became routine
habits. Two participants lost their motivation completely when they
felt that the treatment did not at all match their expectations, which
made them quit the treatment after a few weeks. It was clear that the
participants' motivation was in most cases governed by the reinforce-
ment they received, or by their own progress. For example:
“I got more and more engaged in it the longer it lasted, and I could feel
that it had an effect on me. I learned things and it got self-sustaining in
some way, self-reinforcing.”
[Participant 4]
And:
“The therapist helped me to ﬁnd my motivation every now and then,
and then I was on top of it for about a week or so, and eventually the
application sort of became a part of my everyday life. Then it was pretty
obvious that I would use it and then I didn't even think about whether it
was hard to use it, I just did it.”
[Participant 11]
One participant also described the therapist's response as an impor-
tant motivator. This participant had realized that the interaction made
possible by the application made a powerful motivational addition to
a simple to-do list:
“I might aswell use a to-do list in a notebook and it will be just asmean-
ingful and if I don't care about it, no one will care except that I will feel
guilty, but … here, someone was sitting and checking that I did these
things, howmuch I registered and then every week I had to write down
my experiences of things and … that was positive and that was good,
and it also pushed me quite a bit.”
[Participant 2]3.2. Treatment
The secondmain theme – Treatment – involves the treatment factors
that the individuals spoke of in the interviews. Central therapeutic
factors such as behavioral activation and the therapeutic alliance are
included here. Results of the treatment will also be regarded, such as
the participants' experience of having received a tool for help and an
increased awareness of their problems, as well as other positive experi-
ences of the treatment. The subcategory standardization and indi-
vidualization in the treatment will also be discussed, as well as the
participants' experience of the actual application — its technique and
graphical features. The results revealed that the treatment had provided
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ment had made them take a step in the right direction, towards
self-awareness and towards using some of the strategies provided
to help themselves. Others realized that they wanted to continue
with more traditional psychotherapy. Others still did not feel the
treatment had helped them at all. No one reported that the help
that they received from the treatment had led to any dramatic
change for the better — rather, the treatment had helped them to
start taking the initial steps towards improvement. In some cases,
the effect had worn off after the treatment ended. It was also clear
that different participants perceived different working mechanisms
of the treatment. Some mentioned the activities, others the reﬂec-
tions, and others still focused mostly on the therapist contact.
3.2.1. Awareness. For many participants, a signiﬁcant result of the
treatment was becoming aware of their problems in a new way,
and gaining a clearer picture of what changes they wanted to, and
would be able to, make. This awareness was described by several as
critical for taking a ﬁrst step towards improvement. Some partici-
pants stressed the insight that even small steps can make a differ-
ence, and one person stated that she no longer viewed herself as a
victim — she now understood that she had the power to change her
own situation. Besides the reading of psychoeducational material,
different participants underlined different factors contributing to
greater awareness. For some, it was mainly the activities that had
made them see the relation between behavior and well-being; for
others, the weekly reﬂections and the feedback from the therapist
had played an important role. Some reported that the treatment
constituted their ﬁrst opportunity for self-reﬂection and in-depth
consideration of their own situation. For example:
“The treatment made me more aware, for sure. I was clearly more
aware of my situation and what I could do to feel better. I guess I was
made aware of it since I got these questions all the time and I had to
self-reﬂect, and because I knew that in a week or two I had to respond
again, so it was there all the time in one's consciousness. You did think
about it.”
[Participant 7]3.2.2. Behavioral activation. Behavioral activation turned out to be the
core component of the treatment, the activities being used by all partic-
ipants. For some participants, it was clear that the activities had caused
their improvement. E.g., one participant stated:
“It was these different activities that you were supposed to achieve and
this kind of stuff. I think it helped me a lot because then I started to take
care of some stuff and got it done. Just the happy feeling that you get
when you have managed to accomplish your goal.”
[Participant 11]
Several participants stated that the small, every-day activities
included in the treatment had a substantial effect on their mood. The
following quote illustrates this experience:
“It was useful to have this kind of simple stuff like calling someone or
texting someone. Or having coffee with colleagues, I remember that
was one of those important things to do. That's something you usually
ignore when you don't feel very well.”
[Participant 2]
However, some participants also reported a perceived lack of var-
iation in the activities. They appreciated the possibility to choose
among alternatives, but they would have wished for more challeng-
ing ones. Although they had the option of creating their own activi-
ties, they would have wanted to be able to choose among more
pre-existing options. It was mainly the participants that alreadyhad a fairly good activity level at baseline who wished for more
difﬁcult activities. Often, the pre-deﬁned activities began to appear
insufﬁcient later on in the treatment, as this quote illustrates:
“There was a lot of already pre-deﬁned behaviors, and some suited me
very well and some did not suit me so well. It was actually nice to have
these already pre-deﬁned behaviors, especially in the beginning so that
you didn't have to think, but an even larger variety and different levels
of difﬁculty would have been good, if you can wish for something.”
[Participant 5]
3.2.3. Tool for help. Some individuals gained new tools for handling
problems. The treatment became a help to self-help. E.g., one partic-
ipant concluded:
“I've been given a tool to help me get a better life and also knowledge
about myself and about deﬁning different emotions or situations.”
[Participant 1]
One aspect of this tool for self-help was that participants felt more
capable of handling their own reactions in challenging situations:
“I guess I feel that I can control myself in a different way today, and that
I'm not as afraid of my stress as I was before.”
[Participant 7]
Participants also felt that the treatment had provided them with
tools to handle early signs of depression in a more effective manner:
“I have learned both to ﬁnd tools and to recognize when the depression
is starting, and at the same time to ﬁnd a quick way out of it and not
having to end up being in it so deep. So now I feel that I recognize the
pattern and I know what I have to do. And I have kind of realized that,
this is life. It deﬁnitely worked.”
[Participant 2]
3.2.4. Therapist support. The analysis clearly showed that the relation-
ship with the therapist was viewed as an important treatment com-
ponent. Overall, the therapist–client relationship was described as
positive by the participants. Even though a couple of participants
saw the smartphone delivery as an advantage, most had wished for
more frequent and personal contact with the therapist, preferably
over the phone Noteworthy, none of the participants thought that
the treatment would be effective without a therapist, so the notion
of using just the application did not seem to be an alternative. In
several cases, the therapist was described as an important support.
For example:
“…it felt like she always encouraged mewhen I explained that I had not
had the energy to do something or, it felt like she, therewas like no pres-
sure — just an understanding and encouragement in the situation you
were in at the time and it felt great.”
[Participant 7]
One of the participants who quit the treatment did not perceive
the therapist as supportive— on the contrary, she was slightly disap-
pointed that feedback was only provided on a pre-determined day of
the week:
“Well, it was in the beginning I think when I had a reﬂection, let's say a
question maybe on Wednesday. In other words, in the middle of the
week, and then I got the reply: unfortunately I will not be able to
respond to this until Sunday, because I can't do it according to this
and that. Whatever that was. And I was a bit like: ‘ehm, ok’. It was a
bit like that.”
[Participant 9]
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ing had positive experiences of the treatment and mentioned tangible
improvements. These were usually seen as a step in the right direction,
but few thought that the treatment had been sufﬁcient in itself. Particu-
larly those that had experienced an improvement wanted to keep ﬁnd-
ing new strategies to feel better, on their own or with the help from a
therapist. They felt encouraged to do so by the fact that the treatment
had taught them the value of small, every-day actions, illustrated by
the two following quotes.
“These aren'tmajor things you know, only because it feels like things are
big projects they don't have to be, you can start with one step at a time
and then you'll see. Sometimes it's much easier than you think.”
[Participant 5]
“I guess it's the small things that you plan, simply to be more focused, to
live more in the present moment.”
[Participant 7]3.2.6. Standardization and individualization. The results showed that
some regarded the treatment as overly standardized; not taking indi-
vidual needs into account to the extent needed. As mentioned earlier,
one of the persons who dropped out of treatment mentioned the lack
of ﬂexibility in both activities and therapist support as the main reason
for quitting. Although each participant had the option of creating their
own activities, they generally preferred to choose among the pre-
existing ones. They also described the activities as being too few and,
at times, too simple. The activities were regarded as more suitable for
those participants who had problems with very basic activities, such
as getting out of bed to eat breakfast and going for a walk. One person
viewed some of the reﬂection exercises as very strange and not at all
adequate for his own development:
“There is nothing wrongwith that in itself, you just need a lotmore time
initially with a therapist who doesmore tailoring for you, the things that
you're in need of. Because I wasn't so deeply depressed that I couldn't get
up and have breakfast and so on. Nah, it just felt like I wasn't in the
target group at all for those eating breakfast-activities. There were
many pre-deﬁned activities that felt … It just becomes strange, that's
all.”
[Participant 9]
One participant also lamented the lack of possibility to ask follow-up
questions to the therapist:
“Nah, conversations are…When it's more of a survey that you respond
to or an application, then it's standard questions that are coming in. In a
normal conversation, you can ask follow-up questions when you and I
talk. Depending on my answers to certain questions.”
[Participant 3]
The results also revealed that some of the participants had adjusted
the treatment themselves in order for it to meet their own needs. They
designed activities that they thought were challenging and developing.
One person, whose stuttering made him reluctant to getting in contact
with other people, added the activity of making contact with friends,
which he also did. He also added the activity of going to the supermar-
ket and ask a stranger a question, but did not perform it because it
seemed too difﬁcult. Another participant stressed his difﬁculties with
social interactions and planned the activity of having coffee with some
colleagues, and alsowent throughwith it. However, he also added activ-
ities that he did not perform. Several participants added adjusted activ-
ities aimed at reducing stress: scheduling some quiet time, cleaning and
creating harmony at home, drawing a clear line between work andleisure time, or walking slower to relax. A couple of persons also used
the reﬂections very actively, and described this as very helpful:
“Everyone should realize how beneﬁcial it is to write down what's on
your mind, you get rid of aggressions, and you learn a lot that you
haven't learned before. Many of those insights I was of course very well
aware of, but it didn't click until I wrote about them.”
[Participant 1]
3.2.7. The application. The fact that this treatment was delivered via a
smartphone application sets it apart from traditional internet-based
therapy. Thus, it was of interest to the study to investigate the partici-
pants' impressions of the actual application. None of the participants
were using it to any larger extent at the time of this study (i.e. six
months after the treatment had ended). Two participants ascribed a
psychological quality to the application. During the treatment period,
they felt that it provided a sense of security, since they could always
bring their smartphone with them:
“It's some kind of security, because you can look at it whenever you
want and so on. Because I'm the kind of personwho always uses his/her
phone so it felt good being able to bring it everywhere instead of other
things. I think it was convenient.”
[Participant 11]
Some people described the availability of the smartphone as a
factor that facilitated the treatment, as mirrored in the two following
quotes.
“It felt like it was easier to check off things once they happened and
when I remembered things, maybe it enabled me do things a bit more
freely.”
[Participant 5]
“I guess it's always useful to have some sort of list or so that you can
look at and remember that ‘this is something I should get on with
right now’.”
[Participant 8]
One person described the application in itself as a motivator for the
treatment.
“The smartphone part, if you say so, became an additional push since
youwere reminded and you added these activities and how you experi-
enced them and so on. It made you do something, like, as an individual,
in your normal life. It gets interesting and that part became strengthen-
ing too. You added these activities to your phone.”
[Participant 4]
Some focused uniquely on technical or graphical dimensions of the
application in their interviews. Most participants thought the applica-
tion was easy to use; only two people had had some initial technical
issues. Several participants wished for better graphics and additional
functionalities:
“If you could get a graph or something that showed that ‘about a
week ago you wept when you went outside the door to meet a friend,
and today you laughed’. Or something that can let you see a positive
curve.”
[Participant 12]
3.3. Lack of important components
According to the participants, the treatment lacked clear individual
goals as well as a clear closure including maintenance planning and
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ents in CBT therapy. No participants mentioned having gone through
these tasks, and a few reported missing them in the treatment.
3.3.1. Goals. The smartphone application had a function called “goals”,
where you could set both short- and long term goals for yourself.
None of the participants reported having set any goals together with
their therapist. The interviewers did not ask speciﬁcally about goals;
however, a couple of participants brought the issue up themselves,
commenting on the fact that they did not set any goals during
treatment.
3.3.2. Closure. Much like the treatment goals, the treatment closure
seemed to have been vague in the eyes of the participants. None of
them expressed having written a maintenance- or relapse prevention
plan. Several participants also spoke of a sense of emptiness after the
treatment:
“And it was a little sad when all of a sudden you weren't going to pro-
ceed with the treatment in this way. And then I thought, yes, but I will
of course continue to use the application afterwards, you could do that.
But I haven't done it. So since the reminder disappeared I haven't used
the application either. It's not like I had any plan. But more that you
could have applied this method in several different other things you
do in your daily life on a daily basis.”
[Participant 12]
4. Discussion
The aim of this study was to explore participants' experience of a
smartphone-based behavioral activation treatment for depression
using qualitativemethods. Thus, the data in this study should be consid-
ered within the context of qualitative research (Greenhalgh and Taylor,
1997), and should not be regarded as representative for all people who
receive smartphone-administrated treatment for depression. The analy-
sis of the participants' accounts of the treatment sixth months after the
treatment yielded three distinct themes, with a couple of sub-themes
related to each theme.
The results indicate that the participants' experiences on the whole
are comparable with previous ﬁndings within qualitative research of
internet-based guided self-help treatment (Bendelin et al., 2011;
Beattie et al., 2009; Khan et al., 2007; MacDonald et al., 2007). What
seems to be unique to the experience of this study's participants is
that the smartphone-based treatment felt more accessible and present
in their everyday life, something that has been suggested earlier
(Ly et al., 2012, 2014; Palmier-Claus et al., 2013). One participant point-
ed to the possibility of smartphone-based treatment beingmore imme-
diately motivating because of the reminders. Some individuals thought
that the constant proximity of the smartphone created a sense of secu-
rity. Thus, smartphone-based treatment seems to have a number of
potential beneﬁts that deserve further investigation.
Further, the results reveal that the therapist support was perceived
as crucial to a positive experience of treatment; none of the participants
thought the treatment would be motivating or effective without a ther-
apist. This is a ﬁnding that is in line with prior research (Khan et al.,
2007). Above all, the therapist support has a motivating function. The
reminders and feedback from the therapist probably acted as a reinforc-
er for the participants. Another function of the therapist support, par-
tially covered in the interviews, is the possibility of individual tailoring
of the treatment. Several participants described how they, together
with the therapist, designed activities that suited their particular
problems. This, too, is an interesting focus for further research (cf.,
(Nordgren et al., 2014)). A number of participants lamented the lack
of individualization of the treatment, and the therapist probably plays
a central role in solving this problem in future treatments. Some of theparticipants also wished for clearer goals and closure. These are compo-
nents that can rather easily be added to a treatment, and hence they
could be further developed in future studies. However, it is noteworthy
that none of the participants experienced any negative or enduring
effects from using the smartphone application such as the emergence
of new symptoms, deterioration of depressive symptoms or negative
well-being (cf. (Rozental et al., 2014)).
4.1. Limitations
One possible limitation of the present study is that the interviews
were conducted via telephone. This issue should not be confounded
with the fact that the depression treatment was administered via a
smartphone application, since data collection is not necessarily done
best in the same administration format as the treatment. Due to the
telephone format, some of the personal alliance between interviewer
and participant might have been affected and important information
could potentially have been missed out (Aquilino, 1994). However, it
may also be seen as an advantage that the interviews were conducted
over the telephone, as implicit demands to be grateful for the therapy
received probably are less present when the interview is not face-to-
face (Opdenakker, 2006). In fact, it has been reported that the lack of
eye contact facilitated the sharing of sensitive and important issues
(Carlbring et al., 2001; Hopper, 1992).
Another limitation is that the interviews took place six months after
treatment had ended. The participants' memories of the treatment are a
key factor to what information is revealed. The result from the study
could be subject to bias (e.g., Fading Affect Bias; (Gibbons et al.,
2011)), due to the fact that people tend to constructmemories in accor-
dance with their present situation. This might make it difﬁcult to draw
any ﬁrm conclusions about participants' experiences of the treatment
(Harvey et al., 2004).
The third andmost important limitation is that the results cannot be
regarded as representative for all people who receive a smartphone-
based treatment for depression. The sample was limited, small and
selected, which means that the ﬁndings cannot be generalized. In addi-
tion, a larger number of participants might have been preferable, in
order to gain a fuller description. Also, the study included fewer partic-
ipants who had experienced the treatment as negative compared to
positive (3 participants vs. 5 participants), and noparticipantswith neg-
ative effects on the BDI-II. If more participants with a negative experi-
ence or a negative BDI-II score had been included, additional themes
or subthemes might have emerged. However, this study should be
viewed as an exploratory study that can provide a ﬁrst insight into
how users may experience this type of treatment and provide a ground
for further studies.
5. Conclusion
The current study adds important information to the body of knowl-
edge regarding participants' experience of guided self-help inter-
ventions, distributed digitally, namely that the smartphone-based
treatment might be more accessible and present in users' everyday
lives. It is, however, important to highlight the limited generalizability
of the results given that the data of this study are related to a single
smartphone application featuring one speciﬁc treatment. Considering
that smartphone-based treatment is still quite new as a format, the
need for further research on participant experience of these interven-
tions is considerable. Nevertheless, its availability, assimilation into
users' everyday lives and possible motivational qualities speak of its
potential as an effective treatment format.
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Appendix A. Interview guide
GENERAL
How would you describe the treatment?
How has it affected you?
BEFORE TREATMENT
What were your expectations before the treatment?
• Hopes
• Concerns?
• Expectations of the treatment?
PROCESS
Howwould you describe the treatment andhowyou experienced it?
Treatment
• What is your strongest memory from the treatment?
• What do you think worked best in the treatment?
• Was there anything that was difﬁcult for you to accomplish?
• Did you have a clear objective? What was it? Did you achieve it?
• What do you think made you get better?
• Was there a turning point during the treatment?
• How did the treatment change your daily practical life?
• What can be improved?
Technology
• How did you use the app? How did it work?
• Whatwas good and badwith the technology? How did you experience
the usability?
• What are your thoughts on having the treatment close at hand all the
time (on the phone)?
Alliance and feedback
• How did you experience the contact with the therapist?
• How did you experience your relationship with the app?
Motivation for treatment
• How was your motivation during the treatment?
• Were there any external factors that affected your motivation?
• What in the actual treatment (including the technology) did you
experience as obstacles and motivating factors?
AFTER TREATMENT
• How did you feel after the treatment?
• How does it feel now when some time has passed?
• In what way have you changed?• Has your view of your problem changed?
• Have others noticed any difference about you after the treatment?
• Can you describe how you think now about the treatment and com-
pare with how you felt before?
• How would you describe the idea behind the treatment?
• Do you have some general reﬂections on the treatment itself?
• Do you have some general reﬂections on the app itself?References
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